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There is lack of agreement as to whether or not psoriasis may precede mycosis
fungoides. Monographs and textbooks state that psoriasiform lesions may be
prodromata of mycosis fungoides (1), that an eruption resembling psoriasis may
occur in the early stages (2), and that mycosis fungoides may begin with lesions
indistinguishable from psoriasis (3). Herxheimer and Martin said that "in a
great number of cases the initial efflorescences of mycosis fungoides are mor-
phologically so identical with psoriasis vulgaris that the diagnosis of psoriasis
is made even in the presence of nodes and tumors because of the spectacular
morphological analogy of the scaling lesions" (4). Indeed, there is almost
universal agreement that pre-fungoid lesions often resemble psoriasis (5), and
most authors include psoriasis in the differential diagnosis of premycotic erup-
tions. There are three schools of thought at present: 1) that psoriasiform pre-
mycotic lesions actually represent mycosis fungoides in its prefungoid stage no
matter how closely they resemble psoriasis clinically or histologically (6); 2)
that mycosis fungoides and psoriasis may exist simultaneously in the same person
as separate diseases (7); or 3) that psoriasis may develop into mycosis fungoides
(8). Berggreen recently discussed this difference of opinion but mistakenly
concluded that "it is impossible to differentiate the two diseases clinically or even
histologically" (7a).
For years cases have been cited or presented in detail (Table 1) in which for
some time before the development of mycosis fungoides a definite clinical diag-
nosis of psoriasis was made by prominent dermatologists. Only two reports have
been found, however, in which histologic evidence of psoriasis preceding mycosis
fungoides was presented (Cases 1 and 2, Table 1). No cases were found in
which it was claimed that the two diseases co-existed simultaneously in the same
patient. It is interesting to note that even after presenting cases thought to
represent psoriasis preceding mycosis fungoides (Cases 1 and 8, Table I), Fraser
and Traub later stated that they did not believe such transformation occurred
(6c and f). In a careful study of 225 cases of psoriasis by Burks and Mont-
gomery (9) it was found that "in none of the cases studied in this series was
there any question clinically or histologically of transition to mycosis fungoides".
As Fox (10) had previously concluded after a thorough review of the literature,
"while the premycotic eruption of mycosis fungoides is at times psoriasiform in
type, the disease is very rarely preceded by an unmistakable attack of psoriasis."
The following case is thought to be of particular interest as one in which
psoriasis was demonstrated histologically to precede mycosis fungoides, and in
which the two diseases probably co-existed for several years.
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CASE REPORT
A. P. S., a 26 year old married white woman had been entirely well until shortly after
menarche, at age 13, when she developed a burning, red, somewhat oozing dermatitis of the
axillae and cubital and popliteal flexures. Local treatment yielded improvement during
TABLE I
DIAGNOSED AS PSORIASIS
DURAzIONOF
PSORIASIPORM Clinically
—
DIAGNOSED
CASE AGE SEX PRIOR 10 DIAG- Histo- By Phy REFERENCEPOsts or sncO- logs- By der- sicians '
SIS FUNGOIDES cally matolo- not
- guts speci-
fied
yeers
1. R. G. 29 F 3 1934 X 1935 Fraser, J. F.: Arch. Der.-
mat. & Syph. 32: 324 &
332, 1935; 33: 190 & 406,
1936
2. C. G. 60 M 30 1937 X 1944 Wise, F.: Arch. Dermat.
1941 & Syph. 49: 143, 1944
3. A.P.S. 26 F 12 1945 X 1946 Present case
1947
4. A. C. 50 M 7 None X 1902 Zumbusch, L. R. von:
Arch. f. Dermat. u.
Sypli. 78: 21 & 263, 1906
5. G. L. S. 47 M 27 None X 1912 Fox, H.: J. A. M. A. 61:
330—333, 1913
6. H. K. 50 F 15 None X ?1918 Wise, F.: Arch. Dermat.
& Syph. 8: 149, 1923
7. C. P. 73 F 12 None X 1928 Wise, F.: Arch. Dermat.
& Syph. 18: 616, 1928
8. E. S. 44 M 10 None X 1929 Traub, E. F.: Arch. Der-
mat. & Syph. 18: 616,
1928
9. R. S. 51 F 11 None X 1929 Abramowitz, E. W.: Arch.
Dermat. & Syph. 20: 892,
1929, and Wise, F.: Arch.
Dermat. & Syph. 29:627—
630, 1934.
10. F. V. 50 F 15 None X 1936 Wise, F.: Arch. Dermat.
& Syph. 34:719—721, 1936.
11. .1. S. 45 M 34 None X 1939 Schonberg, I. L.: Arch.
Dermat. & Syph. 41:119—
120, 1940.
12. Y. C. 60 F 8 None X 1939 Rosen, I.: Ar .. Dermat.
& Syph. 41: 1182, 1940.
the following year and the skin was entirely clear for several months, when the eruption
recurred but again cleared completely with topical therapy. At age 16 a more generalized
eruption appeared, consisting of erythematous scaling patches over the trunk and ex-
tremities. Pin-point bleeding occurred when the silvery scales were removed. The
patient was treated for psoriasis during the ensuing years with various ointments, ultra-
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violet light and arsenic. The skin never again cleared completely, although some patches
would heal while others appeared. The eruption was almost entirely asymptomatic. At
age 21, in 1941, for the first time a weeping ulcerative lesion appeared on the dorsum of the
left foot and was diagnosed clinically as mycosis fungoides in combination with psoriasis.'
This lesion was treated with x-ray irradiation and healed entirely. By 1944 the skin had
cleared except for a few dry scaling patches on the trunk. The patient became pregnant
and after a very stormy pregnancy delivered a premature male infant which survived only
eight days. No abnormalities other than prematurity were found in the infant. Shortly
following this pregnancy the patient's skin became much worse with more sealing lesions
and the onset of some pruritus. After treatment with intravenous vitamin B complex the
itching stopped and the sealing lesions almost entirely disappeared. However, an ex-
acerbation occurred following the addition of vitamin C.
In May 1945, the patient was referred to the Mayo Clinic by her family physician. At
that time, she had a generalized papulosquamous, retiform eruption. Although the erup-
tion was suggestive of psoriasis, it was felt tbat the patient possibly might have para-
psoriasis. The eruption involved the entire body with the exception of the palms and soles
and part of the scalp. Examination disclosed a mild degree of lymphadenopathy. The
results of physical examination were essentially negative. Urinalysis and roentgenologie
examination of the thorax and lumbar segment of the vertebral column did not disclose any
abnormality. The erythroeyte and leukoeyte counts were normal and a differential count
disclosed that 10 per cent of the leukocytes were monocytes. The value for the cholesterol
was 197 mg. per 100 cc. of plasma. Specimens were removed from lesions on the right leg
and left thigh. Microscopic examination of these specimens revealed changes that were
characteristic of psoriasis (Fig. la and 6).
The patient was hospitalized and Goeekerman's psoriatic regime (crude coal tar and
ultraviolet light) was employed. The patient improved under this regime during the first
week but a sensitivity to the tar apparently developed at the end of this period. Borated
cold cream eventually caused the lesions to disappear. All the consultants who saw this
patient at the Clinic agreed that she had psoriasis.
She returned home, clear except for one small area, but there was a progressive
generalized exacerbation of lesions three months later when, for the first time, two or three
raised, firm, rubbery, mushroom-like lesions appeared, rapidly progressing to central
necrosis, and ulcerative lesions continued to appear. Biopsy of a tumor in December 1946
showed the histologic picture of mycosis fungoides as confirmed by Dr. G. P. Lingenfelter
of Denver, Colorado. A course of x-ray therapy was started and, although lesions con-
tinued to develop, all responded to roentgen irradiation with gradually decreasing x-radi-
ation responsiveness. During the summer of 1947 occasional bouts of chills, fever, and
weakness began, lasting from three to four days every four to six weeks and gradually
increasing in frequency.
The patient was admitted to A. M. Billings Hospital of the University of Chicago in
October 1947. On entry her skin was extensively covered with many lesions, some flat
psoriasiform, some tumorous, including the trunk, extremities, face, scalp, palms, and
soles. The lesions represented all stages from fiat, dusky-red, sharply demarcated plaques
with a silvery lamellated scale, through progressively infiltrated raised lesions to firm, rub-
bery, fungating tumors some of which showed central necrosis and ulceration (Fig. 2).
There was no itching. Otherwise physical examination was essentially negative. In the
hospital thrive was a daily afternoon temperature rise of from 99° to 101°F. Laboratory
findings included: urinalyses normal; white blood count from 11,200 to 15,000 with an
increase in polymorphonuclear leukocytes; normal total plasma protein with moderate
reversal of the albumin-globulin ratio; x-ray of the chest negative; Kahn negative; serum
cholesterol 190 mg. per cent. Specimens for biopsy were taken from a fiat psoriasiform and
from a tumorous lesion on the anterior mid-abdominal wall (Fig. 1 c and d, and Fig. 3).
1 Theauthors are indebted to Dr. G. P. Lingenfelter for this information.
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The patient was treated with oral para-aminobensoic acid in doses of from 24 to 36 gui.
daily for twenty-three days. Little change was noted in any of the lesions. She was then
given nitrogen mustard intravenously iu doses of 0.1 mg. per kilogram for four consecutive
Fm. la. Section of psoriasiform lesion of right calf (May 1945), showing typical histo-
pathologic evidence of psoriasis, including parakeratosis, papillomatosis, elongation of
rete ridges and dilatation and tortuosity of the capillaries (X 75).
b. Section of same lesion, showing typical histopathologic appearance of psoriasis and
early micro-abscess at X (van Gieson's staiu >< 90).
c. Section of premycotic lesion (October 1947), showing acanthosis, migration of in-
filtrate through the epidermis and perivascular infiltrate at X (X 85).
d. Section of same lesion as c, showing typical histopathologie evidence of mycosis
fungoides, including clumping of cells, pyknosis and karyorrhexis of individual cells(X 430).
daily doses. There was a dramatic melting away of the cutaneous tumors and healing of
ulcerated lesions. However, she developed severe lenkopeoia, agranulocytosis, throm-
bocytopenia, uncontrollable hemorrhagic diathesis and icterus, and expired two weeks later
despite all supportive measures. Post-mortem examination revealed no internal evidence
/
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of any of the lymphoblastomata such as lymphosarcoma or lympholeukemia. There was
generalized enlargement of the lymph nodes with decrease of lymphoid tissue; moderate
hemorrhagic pneumonia was present in the lungs; the liver showed marked fatty degener-
ation; the bone marrow was extremely atrophic; and the spleen was diffnsely enlarged with
some hemosiderin, Throughout all tissues there was moderate to mild extravasation of
blood. There was no suggestion of metastatic mycosis fungoides in any of the internal
organs or lymph nodes. All the changes found at autopsy were considcrcd campatible with
Fro. 2. October, 1947. Typical picture of mycosis fungoides with spcrflcial to deep
infiltrated plaques and nodules.
previous treatment. Administration of relatively huge doses of para-aminobenzoic acid
was believed to be in large measure responsible for subsequent untoward reaction to routine
dosage with nitrogen mustard.
PATHOLOGIC FINDINGS
As previously stated, specimens were obtained from a lesion on the right leg
and from a lesion on the left thigh in May 1945. Microscopic examination of
sections of these specimens revealed changes that were characteristic of psoriasis
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(Fig. la and b). There was no evidence of any type of lymphoblastoma. After
a diagnosis of mycosis fungoides had been made, multiple sections were cut from
blocks of both specimens and the sections were examined carefully for evidence
of early changes of mycosis fungoides. Examination of these sections continued
to show the characteristic changes of psoriasis. An exudative, inflammatory
type of psoriatic reaction was evident in one or two areas.
In October 1947, specimens were obtained from a psoriasiform premycotic
lesion and from a tumorous lesion. Both of these lesions were situated on the
Fr. 3a. Section of tumorous lesion of mycosis fungoides (October 1947), showing acan-
thosis and invasion of epidermis by dense infiltrate in the cutis (X 125).
b. Section of same lesion, showing polymorphism of cells, immature cells, pyknosis and
karyorrhexis and mitotic figures at X. Between these figures there is an ill-defined
capillary which has an abnormal lining of reticular cells (X 575).
anterior wall of the abdomen. Frozen sections of each lesion were shown at a
meeting of the Chicago Dermatological Society on November 19, 1947. The
sections of the psoriasiform premycotic lesion showed the early changes of
mycosis fungoides and the sections of the tumorous lesion revealed definite histo-
pathologic evidence of fully developed mycosis fungoides.
A review of these sections and of paraffin sections of the psoriasiform premy-
cotic lesion (Fig. ic and d) revealed a moderate degree of acanthosis and papil-
lomatosis with migration of some of the cells of the infiltrate in the cutis into the
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epidermis. There was considerable edema of the epidermis with some spongiosis,
although the elongation of the rete ridges was slightly suggestive of psoriasis.
Except for invasion of the epidermis, the inifitrate was limited to the upper part
of the cutis and was chiefly perivascular. The infiltrate was composed of lym-
phocytes and pale staining mononuclear cells. There was definite evidence of
pyknosis and karyorrhexis of the individual cells and a tendency toward clump-
ing of the cells to form pseudo-giant cells which are characteristic of mycosis
fungoides.
The paraffin sections of the tumorous lesion (Fig. 3a and b) revealed marked
acanthosis of the epidermis almost to the point of pseudo-epitheiomatous hyper-
plasia together with migration of lymphocytes and monocytes into the epidermis
and suggested a formation of an early micro-abscess (Fig. 3a). The infiltrate
was very dense and extended deeply into the cutis. The inifitrate was composed
of cells observed in the more superficial psoriasiform lesion. In addition, there
were numerous mitotic figures which apparently arose from monocytic cells,
including reticular cells. The multiplicity of cell types characteristic of mycosis
fungoides still predominated. In one section, mitosis was sufficiently evident to
justify the suspicion that the tumor was going over into reticulum cell type of
lymphosarcoma. There were very few eosinophils and there were no cells sug-
gestive of Dorothy Reed or Sternberg cells of Hodgkin's disease. The micro-
scopic diagnosis, therefore, was tumor stage of mycosis fungoides bordering on
reticulum cell lymphosarcoma.
DISCUSSION
The eases listed in Table I have been regarded by the authors or their reviewers
as cases of mycosis fungoides preceded by true psoriasis. However, insofar as
we are able to ascertain, the case here reported is only the third in which serial
section histologic proof is given of the psoriatic nature of an eruption preceding
mycosis fungoides.
It is particularly remarkable that after this patient had a lesion which was
diagnosed as mycosis fun goides clinically, the course continued as typical psori-
asis clinically and histologically for five years. We believe that this patient had
both diseases and that they were unrelated to one another. As Goeckerman said
(11) in presenting a case of psoriasis associated with lupus erythematosus,
"Psoriasis apparently may be incidentally associated with any disease". Sa-
tenstein (7b) asked "Why cannot a patient with psoriasis acquire mycosis
fungoides as well as apatient withany other disease?" and pointed out that "The
fundamental pathologic processes of these two conditions are in no way related".
Traub (7c) said, "Of course, one could have both diseases". The rare coinci-
dence of mycosis fungoides and psoriasis as reported here certainly does not
justify the assumption that true psoriasis is a precursor of mycosis fungoides.
SUMMARY
1. The literature of simultaneous occurrence of psoriasis and mycosis ftmgoides
is reviewed.
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2. Only two cases of histologically demonstrated psoriasis preceding mycosis
fungoides have been reported in the past.
3. A case is presented in which a definite histologic diagnosis of psoriasis was
made in the early phase of typical mycosis fungoides.
4. It is assumed that in our case psoriasis and mycosis fungoides were present
concurrently but that they were unrelated to one another.
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